Letters to the Editor
Preference is given to letters commenting on contributions published recently in the JRSM. They should not exceed 300 words and should be typed double spaced
Modern Cassandras
The editorial by Razis (October 1989 JRSM, p 575) reminds us that medicine and health care are parts of applied biology. In terms of biological principles, there is no difference between taking care of humans, growing roses, or breeding pigs. In reality, there are two main differences: growers and breeders keep reproduction under control and manipulate genetic material without scruples, whereas man has not yet been able to bring human reproduction under control and regards interference with human genetic material as taboo.
Medicine and health care are directed towards the prolongation of life by fighting the adverse effects of (l) imperfections in the genetic material and of (2) harmful biotic and abiotic factors in the ecosystem. The intervention of man has had spectacular effects on the actual duration of life and its variability. While the potential duration of life and its variability has remained virtually unchanged, the mean of the actual duration of life has increased from roughly 25 years in palaeolithic populations to over 70 (males) and up to 80 (females) years of age in modern low-mortality populations, and the upper limit of the actual duration of life from roughly 65 to over 110 years l -3 • In modern low-mortality populations, medicine and health care are now coming up against the biological limits of the potential duration of life and its variability':".
Prolonging life, or in other words, reducing mortality in a stationary population leads to explosive growth. Population explosions are quite common. Man fights explosions of viruses, microbes, pests and many other species and harvests controlled explosions in agriculture, pisciculture and industry. World population increased from some 5 millions at the beginning of the neolithicum, with a doubling time of centuries, to over 5 billions now, with a doubling time of less than 30 years 2 ,6,7. Let there be no misunderstanding: this explosive growth is the effect of reducing mortality without adequately adjusting reproduction.
In closed ecosystems, explosions end abruptly in a catastrophe for the exploding species. In the 20th century, the ecosystem of planet earth has become a closed system for modern man. This raises the question of how many people this ecosystem can support. The answer depends on the quality of life man is willing to accept. The ideal world population size has certainly been passed. On the other hand, estimates of 50 or 100 billions are certainly un· realistic. However, if modern man continues avalanching at the present doubling time of less than 30 years, the 50 billion mark will be passed within a century. The holocaust, foreseen by Razis, is not remote, it is imminent.
Must man go on practising the doctrines of long bygone civilizations? Must man go on devastating his ecosystem until he perishes in a holocaust? Why is there no authoritative joint UNIWHO World The cause of the dilemma in which Razis finds himself is twofold; first a failure to realize that there is a universal and overriding LAW, a divine law if you like, namely that of cause and effect; in a particular context, reaping as you sow: secondly, a failure to realize that our physical bodies are impermanent, transitory, housing, from time to time, the real you and me, spirit, using soul, Certain parts of the latter can be the cause of deterrents to health of our physical body, so that treating that body is frequently treating the effect and not the cause. (Soul is that with which we think or feel.)
Both of these failures should be explained by a priesthood but, today there are no priests. The churches finally turned their backs on The Ancient Teaching in AD 553. Since then, man has progressively looked to earth for solutions, not least to money! Nevertheless, we have managed to preserve some of the sayings of those who spoke with authority and here are a few bearing on medicine and healing. There are hundreds more.
'Say in a word and my servant shall be healed' (Luke VII, 7) 'Of the most high cometh healing' (Ecclesiastics XXXIII, 2. XXXVIII) 'Fear not them which kill the body but are not able to kill the soul' (Matt X28) 'The physician should know the invisible as well as the visible' (Paraelsus) 'He is most necessary that the physician should have control of essentials' (Hippocrates)
In short, this is a religious subject. There is no question of annihilation by atom bombs nor of starvation due to our 'population explosion'. Nature, the LAW, does see and has always seen to that.
What we all really need to be taught is that the 'whole man' is, what he is here for, why he suffers, why we are all different, together with a note of the way to the final goal. The answers can be found in the teaching of all those who, throughout the ages, taught with authority. The contrast enhanced CT shows a small circumscribed rounded opacity typical of a posterior communicating aneurysm. The adjacent mass is of brain density, surrounded by a zone of low attenuation, consistent with a 10-day-old haematoma. The T 2weighted MR shows high signal in the central area of the mass with a surrounding narrow band of low signal, probably due to methaemoglobin with surrounding haemosiderin. The likely diagnosis is therefore a partly re-absorbed medial infratemporal haematoma.
A single T 2-weighted MR image gives incomplete information: fresh blood has no paramagnetic properties, but deoxyhaemoglobin formation in intact erythrocytes shortens the T 2-relaxation time. Subsequent lysis with methaemoglobin formation thing as unprejudiced observation'. Medawar is unfortunately no longer with us to explain or defend this statement but I believe it to be part of his appreciation of the larger truth that there is no such thing as pure observation uncontaminated, as it were, by inference. Only the newborn babe can be truly objective; very quickly, observation becomes a complex of seeing things and drawing inferences about them and therefore can be surprisingly unreliable and inaccurate.
It becomes virtually impossible to separate what we see from inference although an awareness that observation consists of these two elements probably helps. We are commonly prejudiced by what it is in our interest to see; hence the need for blind techniques. If Dr Jackson is not entirely familiar with these ideas about the unreliability of observation, he would, I believe, enjoy a book The Anatomy of Judgement (Hutchinson, London, 1960) by ML Johnson Abercrombie, happily still in print (Pelican Books, London), in which she demonstrates with fascinating and disturbing examples that things are not always as they seem to be and, simply because we are not expecting them, we may fail to see things that are staring at us. Such a book helps to explain why Medawar, and Popper before him, were so scornful of the inductive process of reasoning. Dare I suggest that both these profound thinkers were over-iconoclastic and threw away the baby as well as the bath water? Even though the observations on which the synthesis of a hypothesis is traditionally based may be intricately contaminated by inference, it is still useful to think of the inductive-deductive processes as a staircase on which thought goes rapidly and repeatedly back and forth, upstairs inductively to the hypothesis and downstairs deductively.
It seems to me that these thought processes must have some relation to observations, facts or reality whatever we call it and that the hypothesis or inspiration ( 
Depression and myalgic encephalomyelitis
We read the letter from Lev (November 1989 JRSM, p 693) with interest, but see a danger in using assumptions as to aetiology in definition ?f stu~y groups. Operational definitions not making this assumption will produce replicable findings~nd progress towards better definitions and understanding of aetiology. . Definitions of depressed control groups are difficult, for example the following need to be controlled:
(1) Demographic variables (2) Severity of depression symptoms: inappropriate control groups for ME patients would be severely depressed inpatients. Outpatient depressives are not too dissimilar in severity. (3) Psychotropic medication: this is less likely' to be given to ME patients where treatment IS not agreed and could modify symptoms to be co~pared. (4) Psychiatric history: in possible ME patle~ts a previous significant psychiatric illness prror to fatigue symptoms leads to difficulty in studying this symptom and produces too much overlap with depressed controls. (5) History of febrile illness: to minimize overlap, one must also control for preceding febrile illness in otherwise typical depressive illness. Comparison of control groups should be serial, not cross-sectional as physical symptoms and markers may fluctuate, as may fatigue and depression.
Assessment of depressive symptoms is difficult, as Lev points out, due to non-specific 'biological' symptoms of depression. However, psychic ones such as pessimism should not overlap and could be assessed.
The concept of fatigue is poorly understood, as is its assessment. The paradigm of pain research has much to offer where 'dichotomization' of physical and psycholgi cal components is not thought useful, but assessment emphasizes all components of the experience of pain. Thus, psychometric assessment of fatigue, for example, its severity, frequency, and pattern may be a future research area. Using such a paradigm, our initial findings of differences in fatigue in the two. groups are. becau~e~epr~ssed patients are predommantly anergic,~ut ME patients have more variability and unpredictable onset of fatigue relative to the sever~ty of exercise atte~pted. Lack of motivation overlaps in both groups, exphcable in Lev's own terms as due to a reaction to a chronic illness.
